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1.1 Background to the Problem
HIV/AIDS still ranks as   the greatest public health challenge in the world. By the end of 2010, it was estimated that 33.2 Million people were living with HIV globally, majority of these residing in developing countries of sub-Saharan Africa. In Tanzania, the first case of AIDS was reported in 1983 from the Kagera region and by 1986, each region had reported at least one case (NACP 2012). 

The prevalence of HIV infection in adults 15-49 years of age in Tanzania is 5.1% (showing decrease from the previous 5.8% as reported in the HIV and Malaria Indicator Survey conducted in 2007/2008 (NBS 2012). Since the discovery of HIV, the number of death due to AIDS has been increasing. However, with the advent of Highly Active Antiretroviral Therapy (HAART) in 1996, the overall morbidity and mortality in HIV infected people with access to ARV has markedly decreased significantly (Mukadi YD 2001). The National HIV/AIDS Care and Treatment Plan for Tanzania mainland was launched in October 2003. Actual implementation started October 2004 with the aim of providing quality care and treatment for all people living with HIV/AIDS (PLHIV) in Tanzania.  

Care and treatment clinics (CTCs) have been set up, in both public and private hospitals, and in health centres and some dispensaries, throughout Tanzania (MoHSW 2004). Due to a strong national response both the number of clinics providing services and the number of people accessing services have increased tremendously from year 2004 to 2014. By the end of 2014, a total of 1,301 CTCs had started to provide care and treatment services and about 1,046,752 PLHIV were already enrolled and initiated on ART treatment (NACP 2014). This does correspond with the national cohort analysis which reported an estimate of 21% to 30% of the estimated 1.2 million PLHIV in the country have registered at care and treatment facility (NACP 2012) which also matches with WHO recommendation than about 15-20% of all PLHIV have advanced in AIDS and requires HAART. 

In a country like Tanzania, this has adopted an ambitious scale up plan of HIV and AIDS services, both understanding the extent of and improving retention in care become of paramount importance. Retention in ART treatment greatly affects the effectiveness of HAART programme due to threats of resistance in case of high drop-out rate. However, knowledge on the magnitude and determinants of ART retention is still scarce and quickly becomes outdated due to dynamics of the culture and lifestyles in general. 

Studies in other East African countries, like Tanzania demonstrated that, dropout from care is common for those receiving ART from routine treatment programs (Karcher et al., 2007; Koole et al., 2014; Asimwe et al., 2016).  However, different from Tanzania, studies from other East African countries have well documented the factors associated with drop out (Asimwe et al., 2016).  

Systematic review of studies conducted in Sub Sahara African countries, have shown that, among patients initiating ART, dropout from treatment is common, where the dropouts rates were reported to be as high as 30–50 % at 1 year in some programs (Rosen et al., 2007). In this region, the majority of patients who drop from treatment centers were due to loss to follow-up (Fox and Rosen, 2010). High rates of loss to follow-up are an important threat to the success of HIV treatment programs; patients that are lost can interrupt their treatment, resulting in further disease progression, continued HIV transmission, and death (Estill et al., 2014).

As I pointed out earlier, that, dropout from care is especially common for those receiving ART from routine treatment programs (Koole et al., 2014). High rates of loss to follow-up complicate program evaluation by biasing mortality estimates (Egger et al., 201; Henriques et al., 2012). Interventions are thus needed to improve not only individual-level patient outcomes but also outcome ascertainment for HIV infected patients initiating ART in the region. As these programs usually collect a relatively large amount of sociodemographic, clinical, and laboratory data from patients at ART initiation, we hypothesized that such data could be used to pre-emptively identify patients at high risk of dropout, who in turn might benefit from interventions to promote retention. 

1.2 Description of the Programme to Be Evaluated and Objectives
The National HIV/AIDS Care and Treatment Programme for Tanzania mainland was launched in October 2003 and actual implementation started October 2004 with the aim of providing quality care and treatment for all people living with HIV/AIDS (PLHIV) in Tanzania.  Care and treatment clinics (CTC) have been set up, in both public and private hospitals, and in health centres and dispensaries, throughout Tanzania (Care & Treatment Plan, 2004). The number of clinics providing services and the number of people accessing services have increased tremendous from 2004 to 2014. By the end of September of 2014, a total of 1408 CTCs had started to provide care and treatment services, and about 928,484 PLHIV were already initiated on ART treatment (Programme June, 2011).  

HIV care and treatment services have a number of aims. One of them is to have more than 622,667 patients on ART at the same time follow disease progression for 499, 0067 HIV positive who are not eligible for ART (HSHSP II, 2008). One of the roles of the National AIDS Control Programme in collaboration with stakeholders is to coordinate forecasting and quantification of HIV related commodities including ARVs. Medical Stores Department is responsible for procurement, storage and distribution of HIV related commodities all over the country. More specifically, the objectives of Care and treatment programme as stipulated in the 2014
National guideline for management of HIV and AIDS aim at;
i.	Eligible PLHIV are put on ART and retained on appropriate ART regimen.
ii.	Improvement of quality of life
iii.	Reduction of HIV-related morbidity and mortality
iv.	Reducing the risk of HIV transmission from mother to child.
v.	Reduce the pool of individual who are infections and thus reduce the risk of HIV transmission in the community.	

1.2.1 Programme Strategies
The Third health sector HIV and AIDS strategic Plan (HSHSP-III), 2013-2017 has outlined the strategies for successful implementation of the care and treatment services through ART provision. The following are the ART retention related strategies; - 
i.	Increase the number and capacity of health facilities providing quality HIV and AIDS care and treatment services and distribute them equitably so as to increase access
ii.	Strengthen clinical management of HIV diseases; reduce adverse effects; increase adherence to treatment and mechanisms for early identification of PLHIVs experiencing ART treatment failure and switching them to appropriate second line regimen.
iii.	Promote creative and innovative approaches to increase retention of clients, improve yield of tracing lost to follow up clients and reduce double counting of already registered clients during enrolment while preserving human rights and dignity (e.g. use electronic CTC1, mobile technology, treatment support groups)
iv.	Strengthen community response, integration and linkages to health services to support HTC uptake, client follow-up and reporting, taking into account special needs of adolescents and youth living with HIV
v.	Strengthen mechanisms such as facility and community based linkages and adherence support packages to increase retention in care and treatment services.

1.2.2 Programme Activities and Resources
Implementations of Care and treatment programme depend on the resource allocated from the Government (MOHSW-Health Financing strategy, TACAIDS-AIDS Trust Fund and Local Government Contribution), Development partners (including Global fund and PEPFAR), Public Private Partnership, Community self-financing and Government Medium term expenditure Framework. Government funding will be released through the MTEF of MOHSW and PMORALG (HSHSP-III, 2013-2017).
The following are main ART retention related activities of the Care and Treatment programme stipulated in the Operational plan of HSHSP-III:
i.	Conduct Clinical Care & Treatment Subcommittee meetings.
During subcommittee meetings members discuss clinical issues including retention of PLHIV on ART.
ii.	Training HCW on Consolidated National Comprehensive HIV care and Treatment.
Training of HCWs on guideline equips HCWs with knowledge and skill on ART management.
iii.	Orientation meeting involving regional resource persons on the use of appointment and patient tracking system.
These orientation meetings enhance the capacity of regional persons on different methods for patients tracking to reduce drop out.
iv.	On-job training for CTC in charges and facility based HBC focal persons on use of patient appointment registers and missed appointment tracking system in health facilities
On job training enhance CTC in charges and facility HBC focal persons on different methods for tracking to reduce drop out.
v.	Share best practices of client retention including follow up of exposed children using m-health and back to care campaign.
a.	Sharing Best practices on patients tracking using modern technology help HCWs to implement those technologies.
vi.	Advocate R/CHMT to support pediatric and adolescents peer groups to increase adherence and retention of infected children in care.
b.	Advocacy to health managers on issues of adherence and retention enable them to supervise HCWs on adherence and retention.
vii.	Roll out the use of mobile technology to follow up on HIV exposed/ infected children (m-health technology).




Figure 1.1: Programme Logic Model

1.2.3 Description of Programme Logic Model
Having resources and materials for training materials enabled training of Health care workers on ART management and community health care provider on community services and procurement of laboratory commodities and ARVs.  Training of HCWs and CHBs provider and availability of laboratories commodities and ARVs lead to an increased number of trained HCWs and CHBs providers and availability of drugs and laboratories commodities respectively. Increased number of providers and availability of commodities lead to increased number of patients on ART, adherence and retention of PLHIV on ART leading to decrease morbidity and mortality.

1.3 Statement of the Problem
It has been documented, that those who are starting ART have a risk of about 30.0% of being no longer on ART after first year of ART. And this is increasing over time from 21.3% for those who started ART in 2005 or before, to 26.6% for those who started in 2009(NACP, 2012).  Overall, the risk of drop out up to 2 years on ART increased from 28.6% in those who started in 2005 or before, to 39.8% for those who started in 2008(Programme 2010). Similarly, study among PLHIV in Addis Ababa Ethiopia documented that after 6, 12 and 24 months on ART retention was 80%, 74% and 68% respectively (Somi et al., 2012). 

The drop-out rate is high as compared to the recommended rate by the World Health Organisation (WHO) which explains that for any programme to achieve maximum benefits of HAART and prevent the threat of HIV drug resistance, the rate of lost to follow up should remain below 20%. In meta-analysis which reviewed more than 32 publications in Sub sahara Africa (SSA) with the mean follow up period of 9.9 months found that retention was 77.5%. And Lost to follow up (LTF) and death among the drop out accounted for 56% and 40% (Sydey, 2007). Despite of high dropout rate among patients enrolled on HAART programs in Tanzania and other SSA, there is limited information regarding factors associated with dropout. Therefore, this study, aimed to determine factors influencing drop out from HIV care and treatment services among patients started on HAART in Mkuranga District.
1.4 Evaluation Questions and Objectives
1.4.1 Evaluation questions
This evaluation was guided by the following research questions;
i.	What is the magnitude of dropout among PLHIV on ART in case study area? 
ii.	What are influencing factors to drop-out among PLHIV on ART in case study area?

1.4.2 Specific Objectives of the Evaluation Are as Follows 
i.	To determine the magnitude of drop out among PLHIV on ART in the case study area.
ii.	To determine the factors contributing to drop out among PLHIV on ART in case study area.

1.5 Significance of the Evaluation
Evaluation of dropout in patient initiated ART at CTC clinics provided the information to strengthen the retention of patients on ART that will maximize the potential benefit of the HAART programme. This evaluation also informed the programme and stakeholders on the best strategy to reduce drop out of patient initiated ART and thus improve retention at services delivery. Through this evaluation both coordinators and frontline health care providers will have knowledge on how to reduce drop out in the country and hence, an opportunity on areas to improve the patient’s outcome. Finally, the evaluation \findings will be used to strength the community linkage to the facility so as to encourage community support for those on ART.
CHAPTER TWO





This section revisits a wide range of literature available from various sources to help in the conceptualization in a broader view and identifying gaps within the framework of existing literature. Literature review focused on process and outcomes of Care and treatment in programme implementation in way of determining this evaluation to know areas of concentration in identifying what is known in this area and the methodological approaches used to generate that knowledge and its significance.

2.2 Patient Monitoring in HIV Care and Treatment Programme in Tanzania
Different sources have documented the meaning of drop out. A study  conducted in Mozambique (Lucas Molfino 2014) defined attrition as drop out of patients initiated into ART due to either death or  lost to follow-up [LTFU], or those who had stopped using ART. A report on PLHIVs retention in Boston (Matthew Fox 2012) defined drop out among PLHIVs who were not on ART as discontinuation from being active in the service for a number of reasons including death. Another  study conducted in Nigeria (Kenneth Anene Agu 2012) considered drop out as loss to care. In Tanzania drop out is defined as patients not seen for 3 or more months since last scheduled appointment (NACP Care and Treatment report, 2010). 

Tanzania has a rigorous system for routine data collection for HIV Care and Treatment Clinics (CTCs) which records patients attending CTCs. The HIV care and treatment recording and reporting system has a number of recording and reporting tools: Care and treatment card (CTC1) which is being kept by the patient, Clinical record card (CTC2) which is kept in the clinic and a source for various reports, Pre-ART and ART registers which capture demographic and clinical information of patients and an appointment register which is filled at the exit desk.

Patients attending CTCs are given appointments for the next clinic visit although they are also allowed to come to CTC any time they fell the need to do so. CTC appointments are documented in different recording tools: CTC1, CTC2 and the appointment register. PLHIVs who do not turn up for their appointments are being followed up by different methods including Short Message System using a mobile phone or a follow up by a health care staff of a follow up by a home-based care staff. Reasons for drop out include death, self-transfer and loss to follow up. This system has been established in Mwanza region as learning intervention (NACP care and treatment report, 2010). The study showed whether the use of community health care provider can be effective in tracking patients who drop-out from ART.

2.3 Retention in HIV Care and Treatment
Accessibility and use of Antiretroviral Therapy (ART) has greatly improved the quality of life as well as reduced death among PLHIVs. The effect of ART on morbidity and mortality due to HIV infection is vivid in developing countries where HIV is more rampant. However, accessibility of ART may be compromised if the rate of loss to follow up-dropout (Hao Zhu 2012). Good retention to ART will improve clinical outcome of the PLHIVs (Mugavero, Lin et al. 2009) and in a long run reduce transmission of HIV to other people (Cohen, Chen et al. 2011). Retention of PLHIVs in HIV services is of importance of as higher rates of drop out leads to inaccurate service information by underestimating mortality rates as lost to follow up patients may experience higher mortality rates compared to those who still remain in HIV services  ADDIN EN.CITE (Brinkhof, Pujades-Rodriguez et al. 2009, Mugavero, Lin et al. 2009).

2.4 Magnitude and Causes of Drop out in HIV Care and Treatment Clinics
The magnitude of drop out among PLHIVs is documented in different studies and the documented magnitudes were different from one study to the other. However, expansion of ART is associated with high dropout rates (Brinkhoff et al., 2008, Cornel et al., 2010,  ADDIN EN.CITE (Brinkhof, Dabis et al. 2008, Cornell, Grimsrud et al. 2010). Study in Tanzania found drop out to be up to 18% in the first 12 months after ART initiation and up to 36% in 36 months after ART initiation. Higher dropout rates were found to be among males, those who had body weight lower than 45 years and CD4 less than 50 cells/microliters  ADDIN EN.CITE (Somi, Keogh et al. 2012). However, there is scarce information derived within the country regarding the factors associated with high dropout rate among patients who are on ART. 

Studies in other East African countries also demonstrated that, dropout from care is common for those receiving ART from routine treatment programs (Koole et al., 2014; Asimwe et al., 2016). For instance, a study done in Kenya from 2004 to 2005 found dropout rate of 24% (Karcher et al., 2007) and a recent study in Uganda found an overall dropout of 26.9 % (Asimwe et al., 2016).   Different from Tanzania, in some East African countries, predicting factors for drop out have been identified. For example, in the study which involved analysis of data from 5,057 patients followed for two years in Uganda factors which predicted drop out were identified.  
Factors which were found to be strongly associated with dropout were diagnosis of Kaposi’s sarcoma, HIV-associated dementia, history of cryptococcosis and anemia. Year of ART initiation; weight loss ≥10 %; reduced total lymphocyte count; chronic diarrhea; male sex; young age (≤28 years); and marital status were among the factors which predicted drop out (Asimwe et al., 2016). Systematic review of studies conducted in Sub Sahara African countries, have shown that, among patients initiating ART, dropout from treatment is common, where the dropout rates were reported to be as high as 30–50 % at 1 year in some programs (Rosen et al., 2007). In this region, the main reasons for ART dropout, were loss to follow up and death of the patient  ADDIN EN.CITE (Fox and Rosen 2010, Tassie, Baijal et al. 2010). High rates of loss to follow-up are an important threat to the success of HIV treatment programs; patients that are lost can interrupt their treatment, resulting in further disease progression, continued HIV transmission, and death (Estill et al., 2014).

Drop out from ART treatment is not only SSA problem. It is a global problem. For instance a studies done in China found that at the first 12 months drop out was 9%, at 18 months the drop out was 16% and at 60 months, the drop-out rate was 24% (Hao Zhu 2012). Factors reported to be associated with higher rates of drop out in this study; included:  younger age, male gender single or divorced marital status, change in ART regimen and high rates of CD4 levels (Hao Zhu 2012). 

Other factors associated with higher rates of drop out include long distance to health facility, hospitals, longer time between Pre-ART to ART initiation, a non-standard ART regimen, lack of counselling before ART initiation and higher body mass index (Nancy H. Puttkammer 2014). 
Generally, there is limited information about factors associated with high drop out in Tanzania. 

2.5 Conceptual Framework
The conceptual framework will be used to depict and describe dependent and independent variables and how they are related. 


Figure 2.1: Conceptual Framework


Descriptions of Conceptual Framework
The above conceptual framework summarizes the variables that will evaluate both dependent and independent variables. As explained earlier independent variable consists of factors (exposures) which affect the outcome (drop out) while dependent variable consists of the outcome of interest (drop out). 

Dependent variable: In this evaluation, drop out was defined as patients on ART who are no longer on ART services due to either LTF, death or Self-Transfer. Individual who are tested HIV positive are eligible to ART, are enrolled and initiated into ART and are supposed to be on ART for life long.

However, some individual are not retained on ART due to LTF, death or self-transfer out. This indicator was measured by determining all those who made criteria of drop out in one facility. This indicator was obtained from CTC2 database.





3.0 METHODS AND APPROACH
3.1 Research Approach
This evaluation is formative type of approach because it was conducted while programme was on going and this type of evaluation was appropriate for assessment of ongoing programme. It determined the factors associated with drop out from ART. Findings from the evaluation will be used to improve programme implementation. 

3.2 Research Design
This evaluation deployed two study designs: retrospective record review and cross-sectional survey designs in a consecutive manner which took a period of six months. Record review is cheap and quick method to determine magnitude of drop out as routine data systematically track drop out PLHIV in ART. Cross sectional survey was used for following up for those who were found to be dropping out as what was needed was their status after dropping out which did not require longitudinal follow up.  

3.3 Study Area
The study was conducted in one large volume HIV care and treatment facility (CTC): -Mkuranga District Hospital in Mkuranga, Pwani Region.  National HIV care and treatment database located at NACP was used to produce a list of CTCs which reported the largest number of patients enrolled in ART during the period January 2013 to December 2014 in order to have at least one year of follow up to after ART enrollment. The criterion for selection of this facility is the high number of clients enrolled in HIV care and treatment services and majority of client classify missed clinic appointments.

3.4 Study Population
The study involved all PLHIV enrolled on ART for the period January 2013 to December 2014 in Mkuranga District Hospital. Any other clients who were not initiated ART during January 2013 to December 2014 and those who were not initiated on ART were excluded.

3.5 Study Units and Sampling Units
The study unit was patients enrolling on ART from January 2013 to December 2014 in Mkuranga Health facility. In this health facility, patients enrolled in ART during the period January 2013 to December 2014 were drawn from which those patients who met the criteria of drop out were identified. Corresponding Demographic information of the study participants were also abstracted. These included age, sex, baseline CD4, WHO staging, and functional status.

3.6 Variables and their Measurement 
For this evaluation, there were both independent and dependent variables. Independent variables were; Age, Sex, CD4, Weight, WHO stage and Functional status. Whereas dependent variable was drop out from ART. In this evaluation, they was also one indicator namely proportion of PLHIV who drop out on ART (Magnitude of drop out). The denominator of indicator was number of PLHIV started on ART between January 2013 and December 2014, in this health facility whereas numerator was number of PLHIV drop out during that period.
3.7 Sample Size
Retrospective analysis involved all individuals who started on ART any month during the period between January 2013 to December 2014. These were eligible for the study to allow for patients enrolling on ART on December 2013 enrollees to keep on ART for 24 months by December 2015.

3.8 Sampling Procedure
A convenient sampling was used to select one health facility from a list of health facilities with highest number of PLHIV on ART in HIV care and treatment database located at NACP. In this health facility, all patients who started on ART any month during the period between   January, 2013 and December, 2014 were involved in the study. Those who met the criteria for drop out were followed up at their respective home/community by an Evaluator, one facility HBC coordinator and community volunteer. 

3.9 Types and sources of data
For the first evaluation phase, the evaluation   used longitudinal routine HIV data from HIV care and treatment programme in Mkuranga District Hospital. For the second phase data from cross sectional survey was used. The sources   for the first phase were CTC2 database located in this health facility whereas the second phase used data collected from cross-sectional survey.

3.10 Data Collection
In this evaluation Data collection for retrospective phase involved abstractions of data for individuals enrolled on ART between 2013 to 2014.Participants were classified as LTF, dead, stop, unknown status or have self-transferred to another CTC. Data collection for prospective phase was collected using standardized questionnaire (appendices 1 & 2). Participants who were found to be drop out were followed at the respective communities by evaluator, one facility HBC coordinator and community social/volunteers. This was to documents follow up status for drop out clients. During the data collection period, random checks on the data recording were done by the Evaluator to ensure quality data is obtained. The total   period for both phase of data collection took a maximum of one month. 

3.11 Data Validity
For quantitative data manually checking for data completeness, clarity and consistency before data entry were conducted. Moreover, during data collection efforts were made to make sure that all questions were well understood to avoid missing variables or incomplete questionnaire which could result in missing variables. Consistency checks and treatment of missing responses were done to identify the data which were out of range. 

3.12 Data Management and Analysis
3.12.1 Data Entry
All paper based data collected were double entered into the access computer programme by two data clerks. During data entry, multiple checks were inserted into the database and also random check on the entered data was done to cross validate with the paper records to ensure if reliable data was being recorded by the evaluator. 
3.12.2 Data Cleaning
On daily basis data spot checking and cross checking were conducted in order to ensure consistency, completeness and accuracy of data. This procedure ensured and maintained the high quality of data collected. Running software called data check was followed after   cross checking and spot checking. Data check software   was used to compare entry for first entry and second entry, then the process of running frequency to cross checking the outlier followed last. 

3.12.3 Data Analysis
Data analysis was done using STATA version 13 software. Descriptive data analysis was done to determine the magnitude of drop out among PLHIVs on ART and to describe baseline characteristics of study population and Pearson chi-square was done to test the association of drop-out among PLHIVs on ART in Mkuranga District.

3.13 Ethical Issues
Ethical Clearance to conduct the evaluation study was granted by Open University ethical committee. Letters were sent to Mkuranga District councils to ask the permission to conduct the study. Study participants were identified by using their unique identification rather their names to maintain confidentiality. Informed consent obtained from all study participants for them to understanding the study and that were free to be involved in the study or not.

3.14 Evaluation Dissemination Plan 







4.0 EMPIRICAL FINDINGS AND ANALYSIS 
4.1 Study Participants 
Retrospective analysis of the evaluation made use routine Tanzania HIV data base which had a total of 466 enrolled in cares between 2013-2014. The study found that majority of the study participants were females, aged 15 and above and enrolled at advanced disease status (HIV stages 3 & 4 and CD4 level of less than 300).  These findings were also reported in other studies: Lucas Molfino et al. (2014) reported. This denotes that majority of patients present to HIV clinic at a very late stage of AIDS disease, as proved by the fact that up to 4% of patients presented with TB disease. 

Late enrollment into HIV clinic can also be attributed to stigma issues, traditional healers, spiritual or culture barriers. Studies are hence needed to explore possible models to be used to improve HIV counseling and Testing services and also promote early attendance to the ART clinics.  All this may be attributed to low intake of HIV Voluntary Counseling and Testing (VCT) services as well as stigmatization and denial surrounding HIV & AIDS (Sydney, Christopher, 2007).

There is therefore the importance of early enrollment into ART services, although it has been reported that the chances of dropping from ART services is higher for those who enroll earlier compared to those who enroll at late WHO stage as reported by a study in Tanzania and Zambia which found that the late the WHO stage at enrollment the less likelihood of drop out (Stringer, 2006). Nevertheless, most enrollees in this study had a working status despite having late disease stage. It is known that bedridden or being ambulatory is a sign of an advanced progression of HIV disease (Siaka, Catherine, 2008), and it can be a sign for opportunistic infections. This paradoxical finding can be explained by the fact that although patients present late, HIV has become a chronic disease. 































4.2 Magnitude of Drop out among PLHIVs on ART in Mkuranga District 
Out of 466 PLHIV who were enrolled on ART between January 2013 and December 2014, 187 (40.1%) were no longer attending health facility at the time this study was being conducted and therefore categorized as drop out.  The dropout rate by sex, age, year started ART, their education level, marital status, occupation and HIV stage is summarized in table 4.2.  Among 187 participants who were categorized as drop out (dead, LTF or unknown) in Mkuranga District hospital, 77(41.2%) could not be found during the follow up. However, relatives were available to provide information on their whereabouts. 

Table 4.2: Drop Out among Patients started ART in Mkuranga District Hospital between January 2013 and December 2014
 	 	Drop Out 	Still Attending



























No work depending on someone	6	1	16.7	5	83.3
Total	466	187	40.1	279	59.9































Figure 4.1: Detailed Analysis for Drop out: Mkuranga District Hospital 


Figure 4.1 shows detailed analysis for drop out of patients initiated ART in Mkuranga District Hospital. A total of 466 patients were initiated ART. 187 (40.1%) of patients dropped out. Among the drop out, 144 (67%) were successfully tracked while 43 (23%) were LTF. Among those who were successfully tracked and information gathered through themselves or HBC providers, 14(9.7%) stopped ART services, 40(27.8%) were dead and 90(62.5%) were self-Transfer to another facility. 





















Higher rates of drop-out from ART ranging from 22.2% to 35% and association has the fact that most of the drop-out were dead as it was reported in Kenya (Sydney, Christopher, 2007), Ethiopia (Paula, 2006) and Tanzania (HIV care & treatment Report no 3, 2012).  As most of those counted as drop-out were dead, there is a need to strengthen vital registration in order to capture death so as to have a true record of death. However, a study done in Cameroon showed WHO stage at ART initiation is not associated with retention (Giordano, 2007). There hence needs to conduct drop-out study at multiple sites to learn the dynamics of drop-out.
4.3 Patients Who Were Found After Tracking
Among the patients who were categorized as drop out in Mkuranga CTC, 67(35.8%) were successfully tracked by HBC workers. Majority of study participants 33(49%) had completed primary educational level and majority (57%) were still married.  Most common average income per month was between 100,000-300,000 Tsh which was average income of 58.5% participants.  With regards to the number of meals per day: most patients 67(61%) had two meals per day. Table 4.3 provides additional baseline characteristics of the patients who could be traced by HBC. 



















No work depending on someone	6	9









4.4 Descriptive Analysis of Factors Associated with Drop out of Patients on ART
Generally various studies have documented different factors contributing to drop-out from ART. Our evaluation using baseline characteristics in the database (demographic, socioeconomic factors, and clinical) found that sex, age, marital status, educational level and employment situation and HIV stage all affect the risk of dropout as summarized in table 4.2. A high dropout was found among male patients (67.2%) compared to female patients with only 30.5% drop out rate (table 4.1). 

A significant difference in drop out rate was observed between patients of different age group at their first consultation. Subjects who started ART at age of 16-25 years and 25 – 34 years had drop out rates of 73.7% and 62.9% respectively compared to drop out rate of 17.6% and 28.9% among under 15 years and over 35 years respectively. This supports other studies which reported that increasing age reduces rate of drop out. Youths have a greater chance of absconding treatment due to stigma than adults. On the other hand, children aged less than 15 years attend treatment facility under the influence of parents or guardians who know the importance of regular medication. That is the reason why this age group also has low drop out compared to youths.  

113 of 231 (48.9%) who started ART on 2013 dropped from clinic compared to 74 of 235 (31.5%) those who started on 2014. Side effects of the ART drugs could be a reason for high drop out after long period of treatment. Married patients had lower drop out (31.4%) compared to other patients who had drop out rate ranging 63.4% to 87.5%. This observation agrees with finding from Brazil study which showed that being single is associated with high risk of drop out compared to being married (Schilkowsky, 2011).  Drop out appear to be a lower among subjects having high school or university education levels compared to those with low education level. The patients having higher education level have the lowest drop out (15.9%) compared to patients with lower education level who had drop out ranging 43.6% to 49.5%. Educated patients better understand the importance of regular medication and thus are likely are continue with clinic attendance. 

In relation to the patient's employment situation, the dropout rate between those unemployed and those without a steady income were respectively,59.8% and 45.8% which are higher than those observed among individuals with a regular income (formally employed) who had drop out of 21.5% as shown in table 4.2. This finding is comparable to that found among Brazilian where it was reported that high drop out was associated with being unemployed or having an unstable job (Schilkowsky, 2011).  

The chances of treatment dropout were shown to be reduced from 77.8% among patients with HIV stage 1 to 20.7% among HIV stage 4 patients (table 4.2). Patients with advanced stage are likely to comply with treatment compared to those without AIDS. A total of 67 patients from Mkuranga District Hospital who were successfully tracked by the HBC mentioned several factors for drop out of ART in the study clinics. The factors for dropping out of ART in the this study area was as follows; Stigma 29 (43%), Longer waiting time at the clinic 14(21%), transport cost 9(13%), lack of food 7(10%), Religious beliefs 5(7%) and family pressure 3(4%).  
Table 4.5: Reasons for Drop Out Patients on ART 
Reason for Stopping Attending CTC	Frequency	Percentage (%)
Transport Cost	9	13
Long Waiting Time at the Clinic	14	21











6.0 CONCLUSION AND RECOMMENDATIONS
6.1 Introduction
This evaluation used retrospective record review and cross-sectional design which was relatively inexpensive and takes up little time to conduct and as a result enables the evaluator to obtain a snapshot of the outcome and the characteristics associated with it at a specific point in time. 

6.2 Conclusions
Majority of HIV patients enrolled in care were female, came with advanced HIV disease, however, with majority of them able to walk. There were high rates of drop-out among PLHIVs on ART. A big proportion of those who were drop-out and tracked were reported as self -transfer to other facilities on follow up. Our analysis shows that sex, age, marital status, educational level and employment situation and HIV stage all affect the risk of dropout among PLHIV who started ART.A significant difference in drop out rate was observed between patients of different age group at their first consultation. Long treatment duration of ART also reduces regular attendance to treatment facilities. Unemployment or unstable employment has positive association with drop out. Drop out appear to be a lower among subjects having high school or university education levels compared to those with low levels of education. 

Long waiting in HIV clinics and stigma were most common factors mentioned as causes of drop-out among those who were successfully tracked.  
6.3 Recommendations
Based on our findings we, recommend that:
i.	Due to majority of study participants enrolled into care into advanced diseases, education need to be increased to encourage people for early HIV testing and linkage to care. 
ii.	Stable families and good socio-economic status were found to positively influence adherence, hence there is need to initiate HIV group to develop income generating activities.
iii.	As long waiting in HIV clinics and stigma were most common factor mentioned as causes of drop-out among those who were successfully tracked in both clinics, establishment of block appointment system, increasing the number of health facilities delivering HIV services and the number of qualified health care providers may shorten clinic waiting time.  Strengthening adherence counseling and health education in both health facilities and communities in order to reduce stigma.

6.4 Policy Recommendation
A collaborative effort between government and stakeholders should be undertaken to develop and disseminate necessary strategic plan documents and guidelines which clearly outline mechanism of retention clients who were initiated with ART. This should also include public health education on importance of adherence to drugs and keeping appointment for the clients initiated with ART.

6.5 Programmatic Implications and Use of Findings For Strategic Planning
Focused on retained clients on ART has proven be effective in Care and treatment programme. According to the findings, Information, education and communication was revealed that, clients required information, education and communication in order to have positive adherence to drugs and keeping their appointment per standard set. Information, education and communication will increase awareness and importance of drugs adherence and appointment keeping. Also, the government should ensure that, there are qualified health care workers with adequate knowledge based on ART drugs provision. The council health management team creates good mechanism, coordination and conducive environment that allow smooth provision of ART dugs.

6.6 Limitations of Evaluation
Having one valuation facility makes it difficult for the results to be generalized as the facility is not representative countrywide. The initial phase of the study was a retrospective analysis of data which was collected through a routine clinical service. This data is usually incomplete, however multiple sources of data was used to assess the status of the patients such as CTC-2 and ART registers, this was anticipated to reduce the magnitude of incompleteness. 

6.7 Areas for Further Research
The scope of this study was to evaluate the factors contributing to drop out among PLHIV in Mkuranga District. This is the time now for other researchers/evaluator to conduct study on magnitude and determinants of drop out among adolescent and pregnant mother started on ART. This is because it is said that drop out adolescent started on ART are highest among adolescences.
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APPENDIX 1: Patient tracking tool

1. PATIENT TRACKING QUESTIONAIRE No: ____ 2. Clinic name:__________________________
3. Date of tracking:__________________      4. Name of the tracker:_____________________





9.	Number of dependents_________ 





11.	What is your employment status (circle):
a)	Employed
b)	Peasant
c)	Small scale business 
d)	Housewife
e)	No work depending on someone else
12.	What is the average monthly income of the patients (circle): 
a)	Less than 100,000 Tsh
b)	More than 100,000 Tsh and less than 300,000 Tsh
c)	More than 300,000 Tsh and less than 500,000 Tsh
d)	Above 500,000 Tsh




14.	When was the first time you discovered you are HIV infected? _____________
15.	How long had you been on ART generally…………………….
16.	How long had you been on ART generally at this facility?......................................
17.	Patients CTC number: ______________________________________
18.	Date of initial enrollment to clinic: (dd/mm/yyyy) __________________________________________







21.	For how long did you stop attending your clinic schedules at this facility (months)?______
22.	What were the reasons for stopping attending your clinic? (circle)
a)	transport cost 
b)	longer waiting time at the clinic
c)	 stigma at the clinic/community, 
d)	family pressure 
e)	religious beliefs, 
f)	lack of food, 
g)	lab/opportunistic infection treatment charges at the clinic

23.	Source of information (circle all applicable):
a.	Communicated with patient
b.	Communicated with informant who know the patient





















APPENDIX 2: Informant Questionnaire
1. INFORMANT QUESTIONAIRE No: ____       2. Clinic name:__________________________
3. Date of tracking:__________________      4. Name of the tracker:______________________
5. Patient name:_______________________ 6. Patient Unique number:_________________ 











8.	As far as you are aware, is [state patient’s name] living (circle)?
a.	Yes
b.	No
If yes: (patient is alive then answer questions 9 to 14, otherwise skip to 15)
9.	When was the last time you or someone else you know had contact with the patient? (dd/mm/yy) _____________________________________
















If No; (patient had died; answer questions 15 and 16)
15.  When did the patient pass away? (dd/mm/yy) ________________




	d. Relating to childbirth

466 Patients on ART

187 (40.1%) Drop Out





90 Self transferred Out

40 Dead

14 Stopped 



